1 Original Research

Canadian undergraduate medical education:
family physician involvement

Gary G. Beazley, MD, CCFP

A questionnaire designed to determine the na-
ture and extent of family physicians’ involve-
ment in Canadian undergraduate medical educa-
tion was sent in the fall of 1985 to the person in
each department of family medicine in the 16
Canadian medical schools who was responsible
for the undergraduate program. The question-
naires were followed up by visits to each school.
The findings revealed that approximately 1200
family physicians were teaching 7400 Canadian
medical students. There was considerable varia-
tion in the total curriculum time devoted to
family medicine and in the content of and
support for an undergraduate curriculum in
family medicine across the country. In order to
achieve nationally acceptable standards and
greater continuity between undergraduate and
postgraduate training, the College of Family
Physicians of Canada and the Association of
Canadian Medical Colleges should develop ob-
jectives and program requirements.

Enquéte par questionnaire, puis par visite sur
les lieux, quant au réle joué par les omniprati-
ciens dans l'enseignement de la médecine au
niveau prédoctoral, aupres du directeur de cet
enseignement dans le département de médecine
familiale de chacune des 16 facultés canadiennes
de médecine. Environ 1200 omnipraticiens en-
seignent a quelque 7400 étudiants en médecine.
Le nombre d’heures prévues au programme pour

I'enseignement de la médecine familiale et 1'ap- -

pui quon lui donne sont fort différents d’une
région a l'autre. Afin de définir des normes pour
cet enseignement et d’en assurer la continuité
avec la formation post-doctorale, il est proposé
que le College canadien des médecins de famille
et I’Association des facultés de médecine du
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Canada définissent les buts de cet enseignement
et en élaborent le programme nécessaire.

hen the Department of Family Medicine
W at the University of Manitoba began to

take on responsibilities for undergradu-
ate teaching, information was needed on similar
activities at other medical schools. However, we
found no way of determining the national trend in
the involvement of family physicians as teachers.

Since the College of Family Physicians of
Canada (CFPC) disbanded its Committee on Un-
dergraduate Education, more than a decade ago,
there has been no regular collection and dissemi-
nation of detailed information about family physi-
cians’ involvement in Canadian undergraduate
medical education. Yet in 1984 three reports listed
specific recommendations for undergraduate medi-
cal education, and these recommendations are
being discussed at the national level, without
background knowledge of what is currently being
taught.1-3

The report of the Association of American
Medical Colleges’ Panel on the General Profes-
sional Education of the Physician! does not define
specific roles for any medical discipline but makes
27 recommendations, several of which have impli-
cations for family medicine, such as a greater
emphasis on the acquisition and development of
skills, values and attitudes, on health promotion
and disease prevention, and on the use of com-
munity settings such as physicians’ offices and
nonteaching hospitals for teaching.

The British Association of University Teachers
in General Practice? analysed the contribution that
general practice could make to the undergraduate
curriculum, in the context of the General Medical
Council’s recommendations on basic medical edu-
cation,* and concluded that it could achieve at least
15 of the 20 educational objectives listed.

Finally, the CMA’s Task Force on Education
for the Provision of Primary Care Services recom-
mended a continuum between undergraduate and
postgraduate training as preparation for primary
care practice.’ During the 1985 CFPC Workshop on
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Certification, discussion of this recommendation
was considerably hampered by the lack of a central
source of current and accurate information on the
content of family medicine in undergraduate cur-
ricula.

I decided to survey all 16 departments of
family medicine in Canada and visited all but 2 of
them in the fall of 1985. The information obtained
is based on the 1985-86 academic year.

Methods

The head of the department of family medi-
cine in each Canadian medical school was asked to
identify the person who was administratively re-
sponsible for organizing undergraduate teaching.
This person received a questionnaire and was
encouraged to complete it before my visit. All of
the schools cooperated. Two schools were not
visited, and the discussion and clarification were
handled by mail, telephone or both.

Apart from several questions on the number of
teachers, students and residents (Table I), respon-

dents were asked to describe the formal adminis-
trative structure, if any, and the department’s
control over the involvement of family physicians
in undergraduate teaching, to explain, if necessary,
the involvement not under departmental control or
direction, to estimate the percentage of the depart-
mental budget that was devoted to undergraduate
teaching, to describe the funding for part-time
teachers and other personnel, including secretaries,
provided by the university, government or other
agencies, to describe the evaluation and develop-
ment procedures of faculty, if any, and to identify
for each year those programs conducted by the
department and those not conducted by the de-
partment but that involved family medicine or
family physicians.

I discussed the responses with the undergrad-
uate program directors during my visits.

Results

Some of the questionnaire responses differed

from the facts obtained during my visits.

Table | — Results of a questionnaire sent to program directors of undergraduate medical education in departments

of family medicine, by Canadian medical school

% of faculty’s time devoted

Faculty, no. to undergraduate education  NO- of part-time % of departmental
e - - - faculty teaching budget allocated
Geographic No. of No. of Geographic only undergraduate to undergraduate
Medical school full-time Part-time students residents full-time Part-time subjects education
University of
British
Columbia 6 1258 500 30 5 90 115 6
University of
Calgary 11 100 216 72 15 90 90 11-25
University of
Alberta 9 80 480 50 5-10 10 15 6—10
University of
Saskatchewan 11 715 290 36 10-15 90 67 8
University of
Manitoba 12 125 400 36 4 70 117 30
University of
Western
Ontario 14 94 420 54 15-20 90 70 11-25
McMaster
University 26 20 300 78 b 95 60 6-10
University of
Toronto 60 180 1000 144 20 20 30 11-25
Queen's
University 12 45 300 45 10 5 0 30
University of
Ottawa 15 50 336 47 10 85 35 20
McGill
University 34 50 640 70 10 10 0 6-10
University of
Montreal 16 45 900 84 5 5 0 6
University of
Sherbrooke 13 100 400 80 B 2 10 6
Laval University 21 135 600 70 10 50 50 33
Dalhousie
University 10 94 384 39 30 45 37 30
Memorial
University 12 45 224 30 15 50 22 -
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Teachers and teaching time

There were 1196 family physicians teaching
approximately 7400 students during the study
period; 718 were teaching part-time exclusively at
the undergraduate level. The percentage of time
devoted to undergraduate teaching by geographic
full-time teachers (GFTs) differed from university
to university (4% to 30%). Schools with more
GFTs did not necessarily have higher percentages;
in fact, one school, in which 30% of the GFTs’ time
was devoted to undergraduate education, had a
low number of GFTs in relation to the number of
students and residents. '

Organization and control

From the initial responses of the department
heads it appeared that in 13 of the 16 departments
physicians functioned as the directors of under-
graduate education, but my visits revealed other-
wise. In one department the person named did not
function as the director; in fact, there was no
director. In the three departments in which the
position was said to be nonexistent, the task was
performed by a family physician who was appoint-
ed as an associate dean, a director of medical
education or a department head. Therefore, in 15
departments physicians functioned in the role,
regardless of their title.

Ten departments claimed to have a formal
administrative structure (e.g., a committee on un-
dergraduate education), but in one there was no
apparent structure. In two of the six departments
that claimed not to have such a structure commit-
tees existed and met regularly.

Twelve departments claimed to control 90% to
100% of the teaching activities of the family
physicians; only one department claimed to control
less than 75%. Most departments that did not have
100% control were following school policy: the
undergraduate curriculum was to be directed in an
interdisciplinary manner.

Financial support

In at least half of the schools the directors
were unaware of the concept, or the specific
amount, of the department’s budget for undergrad-
uate education. In some cases even department
heads were unwilling or unable to estimate the
percentage of the budget allocated to undergradu-
ate teaching, and some could only estimate a
range.

The information on funding for part-time
teachers was as follows: 14 departments had a
defined system, but Y had inadequate funding; 1
department had no defined system and had inade-
quate funding; and 1 had no system and no
funding.

Only three departments had full-time secre-

taries. In at least two schools there was considera-
ble, probably adequate, support from the dean’s
office. In seven others the support was provided as
part of the job description of one or more of the
other secretaries. In the remaining schools secretar-
ial support was available but inadequate.

Evaluation and development of faculty

Thirteen departments had programs for facul-
ty evaluation, and 12 had programs for faculty
development. Although there was evidence that
such a system was well developed (e.g., evaluation
forms) the system was not necessarily used, as I
discovered at my visits. The patterns of develop-
ment and use included well-developed and regu-
larly used (four schools), well-developed but rarely
used (two schools), poorly developed or poorly
used (four schools), and not developed or not used
(six schools). In one department the annual par-
ticipation in a faculty development program was
mandatory for continuing membership.

Curriculum time and content

It was difficult to assign time values to certain
types of involvement, including elective programs,
interdisciplinary programs and programs to which
family physicians contributed but which were
controlled by other departments or organizations.
Program directors therefore estimated the percent-
age of class members doing each elective program
and the contribution of family physicians toward
interdisciplinary programs and programs con-
trolled by other departments.

According to these estimates the schools fell
into four categories of total curriculum hours: 68 to
94 hours, University of Alberta, McGill University
and University of Sherbrooke; 117 to 156 hours,
University of British Columbia, University of Cal-
gary, University of Montreal, Queen’s University
and University of Toronto; 186 to 251 hours,
Dalhousie University, McMaster University, Me-
morial University and University of Ottawa; 290 to
324 hours, Laval University, University of Manito-
ba, University of Saskatchewan and University of
Western Ontario.

Several schools are planning to increase the
number of family physicians involved in the un-
dergraduate curriculum.

Methods of involvement in curriculum

Preclerkship: All the departments offered
first-year courses; only five controlled the core
curriculum, and seven contributed to it in the
penultimate year. Five departments offered elec-
tives to first-year students; four of them offered
electives in the penultimate year. The following
courses were taught: communication and history-
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taking (14 departments), basic physical examina-
tion (11), advanced clinical skills (11) and an
introduction to family medicine (8). There were
many other areas of involvement, mostly elective;
those in the core curriculum included medicine and
society, family structure and function, human
growth and development, and ethics.

Clerkship: Three departments did not have a
clerkship, and three offered it as an elective. In
eight schools the clerkship occurred in the final
year, and in two it was in the penultimate year.
Clerkships varied considerably in the length (from
2 to 8 weeks), the format (from 100% clinical to
50% clinical and 50% seminar), the location (fami-
ly practice teaching units, urban community teach-
ing practices and nonurban or remote teaching
practices) and the level of clinical responsibility
(greatest in the final year of nonurban rotations
and least in the penultimate year of teaching-unit
rotations, with strong emphasis on seminars and
none on on-call duties). The clinical content of
each clerkship depended on the mixture of varia-
bles indicated. Elective clerkships usually lasted
from 2 to 4 weeks and occurred in the locations
mentioned and in emergency departments.

Discussion

The departments of family medicine were
involved in the undergraduate curriculum in every
Canadian medical school. In at least 10 schools this
involvement occurred in all years of the under-
graduate program. The extent and nature of the
involvement varied considerably among the
schools, as did the administrative and financial
support and the use and development of resources.

The differences in the amounts of curriculum
time between the schools may well be accounted
for by the philosophy and tradition of each school,
as well as differing attitudes toward family medi-
cine. In the schools with little involvement, the
principal reason appeared to be the lack of a
clearly defined and perceived curriculum for family
medicine.

Definitions of such things as “adequate” sup-
port and “well-developed” evaluation did, of
course, differ among the respondents, but some
measure of objectivity was achieved by question-
ing during my visits. The kind of information that
was sought rendered “’scientific”’ precision impos-
sible, but some information now exists when it had
not before. Further investigation could perhaps
explore the time spent by faculty in clinical or
classroom teaching.

Although much of the information was esti-
mated, and therefore imprecise, it was obtained
directly from the people responsible for the under-
graduate curriculum, rather than a central office
with little awareness of what was actually being
taught to whom and by whom.

So what have we learned? Family medicine
lacks a national theme for its undergraduate curric-
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ulum. An introduction to the specialty was taught
in only eight schools. Not all of the schools had a
family medicine clerkship; in some of those that
did, the clerkship occurred at a level or in a format
or setting where its usefulness as a clinical rotation
was in question. A significant factor in the lack of a
national theme appeared to be the lack of consulta-
tion or agreement among the 16 departments of
family medicine. Considerable differences existed
in the financial support and the use of resources. In
contrast, the program directors of the postgraduate
curricula in family medicine have been guided for
almost 2 decades by nationally conceived and
accepted program requirements,’ educational ob-
jectives® and a certifying examination.® These di-
rectors also have an opportunity each year to
discuss matters of mutual concern at the CFPC'’s
Workshop on Certification, where they can devel-
op a national consensus on issues and play a part
in the CFPC’s formulation of policy.

A similar forum is clearly needed for those
involved in developing the undergraduate curricu-
la in family medicine. The CFPC’s Section of
Teachers has expressed an interest in sponsoring
such a forum. The CFPC should also consider
resuming its gathering of data on undergraduate
teaching of family medicine and perhaps even
formulate guidelines for such teaching.

Canadian medical schools need to examine the
discipline of family medicine and their attitudes
toward it. Perhaps this could be accomplished
through the Association of Canadian Medical Col-
leges, in consultation with the CFPC and against
the background of the three reports mentioned
earlier.-3 Only then will undergraduate teaching of
family medicine begin to achieve the standards
that are a hallmark of residency training in family
medicine.

This study was supported by a grant from the Sustaining
Fund, College of Family Physicians of Canada (CFPC).
The CFPC’s directors of education and research advised
on the content of the questionnaire.
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